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ATTACHMENT 2.2-A
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State:  FLORIDA

Agency* Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other Required

Special Groups (Continued)
407(b), 1902 3. Qualified Family Members
(a)(10)(A)(®)
and 1905(m)(1) See Item A.10, page 5.
of the Act
1902(a)(52) 4.  Families terminated from Section 1931 Medicaid solely because
and 1925 of of earnings, hours of employment, or loss of earned income
the Act disregards are entitled up to twelve months of extended benefits

in accordance with section 1925 of the Act. (This coverage is

contingent upon this provision of Section 1925 remaining in effect.)

* Agency that determines eligibility for coverage.
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